Introduction
Optimal breastfeeding and appropriate complementary feeding improve child health, survival and development (1) . Globally, breastfeeding has the potential to prevent about 820 000 deaths annually among children aged < 5 years if all children aged 0-23 months were optimally breastfed (2) . Inappropriate feeding practices lead to infant malnutrition, morbidity and mortality in all countries, and improper practices in the marketing of breast-milk substitutes and related products can contribute to these major public health problems (3) .
Almost all mothers can breastfeed successfully, which includes initiating breastfeeding within the first hour of life, breastfeeding exclusively for the first 6 months, and continuing breastfeeding (along with giving appropriate complementary foods) up to 2 years of age or beyond (4) . An extensive body of research has demonstrated that mothers and other caregivers require active support for establishing and sustaining appropriate breastfeeding practices (5). The supportive measures at many levels range from legal and policy directives to social attitudes and values, women's work and employment conditions, and healthcare services to enable women to breastfeed (1) .
As a minimum requirement to protect and promote appropriate infant and young child feeding, the World Health Assembly adopted the International Code of Marketing of Breast-milk Substitutes in 1981 and has since strengthened the Code with a number of resolutions (hereafter the International Code and the subsequent relevant resolutions are referred to collectively as the Code) (6) . The 1981 resolution urged Member States of the Eastern Mediterranean Region to translate the Code into national legislation, regulations or other suitable measures to monitor compliance with the Code (3). Moreover, the Innocenti Declaration (2005) stated that all governments should implement all provisions of the Code and subsequent relevant World Health Assembly resolutions in their entirety as a minimum requirement, and establish sustainable enforcement mechanisms to prevent and/or address noncompliance (7).
Member States have obligations to take all necessary measures to adopt comprehensive and enforceable normative measures to protect babies and mothers from harmful, inappropriate marketing strategies and practices by baby food manufacturers and distributors. Adopting such measures must be recognized as part of Member States' core obligations under the Convention on the Rights of the Child and other relevant United Nations (UN) human rights instruments to respect, protect and fulfil children's right to life, survival and development; their right to safe and nutritious foods; their right to
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Exclusive breastfeeding for the first 6 months and continued breastfeeding for 2 years have major benefits on child health, growth and development by preventing many short-and long-term diseases, as well as affecting the economy of nations by having an impact on intelligence, educational attainment and income later in life (9, 10) . Despite the many benefits of breastfeeding for both the mother and child, and the numerous global commitments to promote and support breastfeeding, prevalence of the practice remains low, with wealthier countries having lower breastfeeding rates than middle-and low-income countries. Only an estimated 1 in 3 infants aged < 6 months are exclusively breastfed globally. This rate has seen no improvement in the past 2 decades. Fewer than 1 in 5 infants are breastfed for 12 months in high-income countries and only 2 out of 3 children aged 6 months to 2 years receive any breast milk in low-and middle-income countries (11) . Globally, the rate of exclusive breastfeeding is only 38%, indicating that countries need to do more to meet the World Health Assembly target of 50% by 2025 (12) . Available studies highlight low rates of exclusive breastfeeding for 6 months in most countries of the Region, with the average being of 31.8% in 2012. The lowest rates were documented in Somalia (5.3%) and Tunisia (8.1%); the highest rate was reported in Afghanistan (58%); and in other countries such as Egypt, Syrian Arab Republic, Djibouti, Pakistan, Occupied Palestinian Territories and Sudan, where the rate was ~40% (13) . We suggest that the Region has to increase and sustain annual increases of 1.2 percentage points in the rate of exclusive breastfeeding between 2012 and 2025 to meet the WHO global nutrition target of > 50% exclusive breastfeeding (14) .
In spite of clear messages on the importance of breastfeeding, global sales of breast-milk substitutes continue to grow at a rapid pace. Sales of breast-milk substitutes totalled US$ 44.8 billion in 2014 (15) , and this number is expected to rise to US$ 70.6 billion by 2019 (2) .
The marketing of breast-milk substitutes presents one of the biggest challenges to breastfeeding. The recently established Global Network for Monitoring and Support for Implementation of the Code (NetCode), coordinated by WHO and UN Children's Fund (UNICEF), provides a timely opportunity to forge and strengthen alliances in support of Code implementation. However, challenges to implementation of the Code still exist, with fewer countries in the developed world than in poor and developing countries having fully implemented the Code. This study sought, therefore, to assess the status of implementation of the Code in the Region. Implementation of the Code is the responsibility of governments (in coordination with healthcare professionals, academia, and nongovernmental and consumer organizations) who can adopt legislation, regulations or measures to protect, promote and support breastfeeding. The information generated will inform policy-makers at national and regional level about the need to focus more efforts to achieve more effective Code implementation.
Methods
The assessment was conducted in all 22 Member States of the Eastern Mediterranean Region using the WHO Module 3: International Code of Marketing of Breastmilk Substitutes and subsequent World Health Assembly resolutions questionnaire, which was translated into Arabic to suit the Arabic-speaking countries; while the original version was used by non-Arabic-speaking countries. The questionnaire captures key information and data on the status of implementation of the Code in each country.
Data collection
Data were collected using the Module 3 questionnaire by the national nutrition focal persons in all 22 Member States of the Region. All parts of the questionnaire were completed and sent back to the Regional Adviser for Nutrition. The contact information of the person who provided the responses for each module was included, to facilitate follow-up and verification of the information. The nutrition focal persons worked with the relevant departments in the ministries of health, such as legal, nutrition, and maternal and child health, to complete the entire questionnaire. A follow-up teleconference with the nutrition focal persons took place to clarify the information provided. A literature review for electronic copies of legislative documents was obtained from International Baby Food Action Network/International Code Documentation Centre (IBFAN/ICDC) files, e-Library of Evidence for Nutrition Actions (eLENA), internet search engines and government gazettes. It was noted from the literature review that there were no published studies at regional levels of this kind.
Data analysis
The laws of Egypt, Iraq, Jordan and Sudan were translated from Arabic to English by the WHO Regional Office for the Eastern Mediterranean, so that they could easily be compared with the Code on an article-by-article basis. Screening of all national legislation, codes, decrees and policies gathered from all countries in the Region was reviewed by the researcher and compared with the Code articles using spreadsheets. 
Results

History of Code implementation in the Eastern
Coverage of Code articles in national legislation
There is considerable variation in the content of specific provisions contained in national legal measures. Most countries in the Region were guided by the Code in the drafting of their national laws and, as a result, reflected many of the Code articles in their legislation (Figure 1 (Table 1) . Of those countries with specified age ranges for designated products, only 13 explicitly set out the scope of the Code in detail and mentioned the age limit of products under the scope of the Code.
However, the age limit of milk products intended and marketed as suitable for feeding young children varied considerably between national legislations; ranging from 0-4 to 0-36 months (Table 2 ). This variation reflected differences in countries' understanding of the scope of the Code. This is particularly important given the tactics of companies to promote infant formulae for children aged > 1 year; products that WHO guidance considers to be breast-milk substitutes that should be covered by Code-implementing legislation (12) . The articles about definitions, information and education were present in 14 national legislations (Table 1) . Although the Code contains clear and direct guidance on banning promotion to the general public and prohibiting manufacturers and distributors from seeking direct contact with pregnant women and mothers, and giving financial or material inducements to health workers or members of their families to promote designated products, only 13 national legislations had banned this promotion. Completely prohibiting free samples or low-cost supplies for health services was stated in 15 national legislations. Fifteen countries required labels of designated products to include messages on the recommended age for introduction, need for medical advice on the product, and need for appropriate preparation and use. Articles about the necessity for all products to be of high quality and take account of the climate and storage conditions of the country where they are used were stated in 12 national legislations. Only 10 countries had legal provisions that facilitate the establishment of a formal monitoring and enforcement mechanism. Afghanistan, Egypt, Jordan, Kuwait and Lebanon had articles about duties of persons employed by manufacturers and distributors. This low level of implementation of specific Code articles means that countries have not fully translated the Code into their domestic legislation, and are therefore, not fully protecting breastfeeding and optimal infant feeding, as national legislation should go beyond the minimum standard set by the Code. 
Comparison of number of articles and words in national legislation and the Code
The national laws in Bahrain, Islamic Republic of Iran, Iraq, Oman, Occupied Palestinian Territories and Tunisia had less than half the number of words of the Code (Figure 2 ). The national legislations of Afghanistan, Djibouti, Lebanon, Saudi Arabia and Yemen had more than double the number of articles of the Code (Figure 3) . Although the length of the Code has no direct relationship with its applicability and effectiveness, it is imperative for countries to follow the Code as a minimum standard when enacting laws, as countries that implemented shorter legislation did not cover all the provisions of the Code.
Discussion and recommendations 
